DiSeu8sion.-Dr. H. FERGUSON TURNEY said that as there had been hbmatemesis since the operation the case could not be regarded as entirely satisfactory. The improvement which had taken place might be only temporary. Would the child be liable to hsemorrhage in the future, although the spleen had been removed?
Dr. JOYCE MORGAN (in reply) said that there had been no cirrhosis of the liver. She could not give an opinion as to the ultimate prognosis. The child had greatly improved since the operation. The blood-count was better than it had ever been, and she was certainly living a normal life.
Pink Disease.-JEAN SMITH, M.D. (for Dr. ERIC PRITCHARD).-B. S., female, aged 11 months. First seen when 8 months old. History of spots on the body for five weeks, and of extreme flabbiness since age of 4 months. Her feet and hands had been cold, blue and clammy for several weeks, and excessive perspiration had also been noticed.
On Examination.-August 2, 1929. Exceedingly fretful, resenting any interference.
Extensive furunculosis of skin of trunk, while hands, arms and feet were covered with a fine pink macular rash and were bluish-red, swollen, cold and clammy. Mild degree of photophobia present. The child, who was unable to sit up, preferred to lie face downwards across the pillow. A few days after admission a fine desquamation of the pinhole type commenced on the palms and soles, and continued for four weeks. The muscles of the limbs were extremely flabby, rhonchi could be heard all over the chest, and a double otorrhcea was present. All the tendon and abdominal reflexes were obtained and we were unable to satisfy ourselves that there was any anasthesia of the extremities.
Skiagram of chest and long bones revealed no abnormality. Blood-calcium 7-32 mg. Blood-pressure: 110 systolic, 75 diastolic; white blood-cells, 14,600.
Course.-The child was gradually put on to a mixed diet with the provision of extra vitamins (A, B, C, D). On September, 16, 1929, a mild attack of measles developed, but did not seem to have any marked detrimental effect on the child, whose condition is slowly improving.
Pink Disease.-JEAN SMITH, M.D. (for Dr. W. E. ROBINSON).-K. W., female infant, aged 1 year and 5 months. The child was quite well until July, 1929, when she developed what appeared to be a cold. She became extremely irritable, screaming almost continuously. Eleven days later she became very drowsy during the daytime but restless and unable to sleep at night. Photophobia developed and she then assumed the characteristic position with the head buried in the pillow face downwards. At this time excessive perspiration and the eruption of a fine, pink, macular rash on the chest and abdomen were first seen. Some of the spots progressed to blisters. Anorexia has been a troublesome feature throughout. No falling out of the hair, nails or teeth has been noted. When seen at the Infants Hospital on September 19, 1929, the most marked features were irritability, photophobia, redness, swelling, coldness and desquamation of the hands and feet; excessive perspiration; anorexia; hypotonicity of all the muscles; sluggish knee-jerks and possibly some diminution in sensation to pin-prick on the hands and feet. The cerebrospinal fluid and urine were normal. A leucocytosis of 15,000 was present and the blood-pressure, although difficult to ascertain accurately, was about 120 systolic, 80 diastolic. There has been a slow. gradual iMDrovement in her condition. Persistent Pneumothorax. -HAZEL H. CHODAK GREGORY, M.D.-A male infant, aged 8 months, admitted to the Royal Free Hospital on account of pigeon-breasted deformity and persistent dyspncea. Full-time baby, normal labour, birth weight, 9 lb., somewhat asphyxiated at birth; difficult breathing ever since; occasional bronchitis. On admission, child was seen to be well grown in height but under weight (12 lb. 14 oz.). He was pigeon-chested, with no asymmetry, breathed rapidly (40-50 per minute) and with exaggerated recession of lower thorax. Looked well, had a fair colour; no clubbing of fingers. Radiography revealed a complete pneumothorax on the left side with no sign of the left lung; a thin shadow as of some fibrous septum was seen traversing the cavity at about the level of the hilum. The right side was occupied by a lung with many patchy shadows, and the heart. It was then found that patient had been under Dr. Pearson at University College Hospital when three weeks old, when the condition had been diagnosed as "spontaneous pneumothorax." He had attended Great Ormond Street when 3 months old, and again the diagnosis was pneumothorax. He was taken home, but subsequently re-admitted with signs of acute bronchiolitis on the right side; he recovered after a week's severe illness. The chest was then investigated by X-rays. A needle connected with an artificial pneumothorax apparatus was passed into the left side. The fluid in the far limb of the water manometer shot up and overflowed, so that the pressure could not be measured at that time. (Subsequently a mercury manometer showed a positive pressure of 10 mm. Hg.) The bottles in the apparatus were reversed, and 500 c.c. of air withdrawn from the pleural cavity; the child then became faint and the withdrawal was stopped. A lung shadow was then seen a little to the left of the spine under the screen, but by the time a plate was taken, three minutes later, the shadow had disappeared, and the cavitv was again full of air.
The persistent pneumothorax is obviously kept up by a broncbial fistula which was present at or soon after birth. There is no clue as to the causation of such a fistula; it may be congenital.
Is it possible to get that lung to expand by closing the fistula ? The operation would not be so severe as it would in a child without a pneumothorax, and it would seem possible to explore for the fistula and then close it, thus giving the left lung a chance of expanding, [Dr. E. U. WILLIAMS demonstrated the skiagrams on the screen. He said there was a report that dextrocardia was present at the age of 3 weeks, but he thought the condition had probably always been the same.]
Discussion.-Dr. B. SCHLESINGER said he had seen this case some months previously, and it had puzzled him. He agreed with Dr. Chodak Gregory that there was probably a bronchial fistula, but he would be chary about operative procedure, even in the able hands of Mr. Waugh, particularly as he did not think the lung would ever expand again.
Dr. A. G. PHEAR said the suggestion that there was congenital absence of the lung was a difficult one to support. On that view it was not easy to see why there should be pneumothorax at all. Assuming that there was a bronchial fistula, he thought something should be done to discover whether it was possible to close it. The condition of the child at the present time was precarious; there had recently been an attack of broncho-pneumonia, from which it had recovered; that piece of good fortune, however, was not likely to be repeated should there be another attack.
Dr. CHODAK GREGORY (in reply) said she agreed that probably the child would not be able to recover from another attack of broncho-pneumonia; though he had gone through the last without signs of fluid on the left side. Before operation she intended to explore with lipiodol, though she had not much hope that it would reveal the site of the fistula. Heart enlarged; cardiac impulse in the sixth and seventh interspace. Left border of cardiac dullness in mid-axillary line; no enlargement to right; upper border in second space. Systolic and diastolic murmurs in aortic area and immediately to left of sternum; systolic bruit at apex, also well heard over the back.
Dr. F. PARKES WEBER said this was an excellent case, and he would go further than Dr. Schlesinger and say that it not merely might-but must-be stenosis (coarctation) of the aortic isthmus, of the adult type. He did not, however, agree with the exhibitor's suggestion that the cardiac murmur might possibly be due to a patent ductus arteriosus, as that would quite negative the exhibitor's original diagnosis. As far as the speaker was aware, in no true case of stenosis of the aortic isthmus had a patent ductus arteriosus been discovered at necropsy; in fact, "coarctation " of the aortic isthmus might be regarded as an extreme degree of closure of the ductus arteriosus. It was a closing or stenosing of the aorta at the region of the entry of the ductus arteriosus, due to an excess of the " closing process." It was far more likely that the murmur was due to aortic incompetence. In this case, he suggested, there was a slight congenital valvular malformation at the aortic orifice, for instance, a bicuspid orifice, such as had several times been found in association with aortic isthmus stenosis. Owing to the extreme extra strain thrown on the heart, as the result of the isthmus stenosis, there were possibly also secondary changes at the aortic valves.
Severe Rickets with Anamia.-T. PEARSE For twelve months before admission parents noticed that legs were becoming bowed and child was growing paler. Early in September, 1929, an attack of diarrhoea developed, lasting one week and followed by a severe epistaxis. The nose was packed, but the next morning when the packing was removed the bleeding began again. Admitted to Paddington Green Children's Hospital, September 3, 1929.
